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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEAIH E —63—018915
DEPARTMENT OF PU BLI:wT;.::nT;':;:ofEL FARE[ cmary Registration Distict No _-a : eg“".r' No. ____17 g T - 'STATE FILE NUMBER

S DO NOT WRITE AMENDED
RN on mHiS STUB E - 103563
- - 1. -PLACE OF DEA 5=V W . 2. USUAL RESlDENCE (Where deceased lived. If institytion: Residence before

* COUNY - Adair ' - staMisgourt & counry Lewis sdmission)

b. CI‘IY (Hf.outside corporate limits, give TOWNSHIP onty) Length of stay in 1b <, CITY - Inside Limits
TOWN Kirksvilke 12 daygs rows L& Belle ‘ Y B No D

c. :llg.épl;lmEogF {If NOT,in hospital, give location) Inside Limits d. :g%iﬁgss {If cutside, give location) Reside on Farm
INSTITUTION Laughlin Hospital Yes @ No [ Yes (1 No [

3 3 auuu OF nﬁ;:mtn First P ' G ry oms Day Year
ype or print N
: Bobert B. Goaney piaTH May 27 1963
4 o . 5. SEX &. COLOR OR RACE 7. Mamied [X Never Married (] 8. DATE OF BIRTH | 9- AGE {last birthday} [IF UNDER 1 YEAR | IF UNDER 24 HR
Eale ﬂhite 7 Widowed [ Divoreed [J u/l4/m'° 93 mﬁ" Il%“ ours Min.
10a. USUAL OCCUPATION (Give Kind of work done | 106, KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or counmry) | 12. CITIZEN OF WHAT COUNTRY
: HatPed BaTa b g e , L2 Belle, Misscurt - | U.S.A.
13a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME ‘ 14, NAME OF HUSBAND OR WIFE
Robert H. Goshey Susan Daggs Mima Cathering mmphrgy
15.. WAS DECEASED EVER IN U.5. ARMED FORC| 7 -y Y TY NO. ]17. INFORMANT Address _
(Yes, ﬂuﬁg unknown) , (If yos, ni”ﬁa or dates Mre. Florence Yarmsa BOOneVille , MO.

18. CAUSE OF DEATH (Enter anly one cause per line for (a), (B), and (ch INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B ONSET AND DEATH

IMMEBIATE CAUSE (s) Toxemia 3 days

VS 300
Rev. 4/59

1 leor7
! 2 enl

DATE AMENDED

DOCUMENT

which gave rise to
above cause (a},
stating the under-
lying cause |last.

nuETO o Extensive peneralized arteriocsclerosis LInknox«m

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1, If deceased wax female wa
disease condition given in PART | (a) there & pregnency in last 90 d

- L ) . L ||:|'\vu_l DNQIDu,*_
19. WAS AUTOPSY 208 ACCBENT 5U|CD|BE HOMDIC“)E 20b. DESCRIBE HOW INJURY. OCCURRED, {Enter natura of injury.in. PART | or PART |l of item 1B.)
RMED? ' : : -

Conditions, f ..,,-] DUE TO (b) Inanition and Debilitation 7 days

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20c. TIME OF  Hour  Month, Day, Year
TTINJURY . amc - :

MEDHCAL CERTIFICATION

p.m.

20d. INJURY OCCURRED 200, PLACE OF INJURY {a.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHIELE AT WORK [ farm, factory, street, office bldg., efc.)
NOT WHILE AT WORK []

-

57277673 ' 512163

and last uwﬁnjhm on

s decen om, 5/18/63
21 'l e o el Il :ho P.M. m on the date stated above, snd to the best of my knowledge, fram the couses stated.
M %. ?DATE Sle D
23c. NAME OF CEMETERY OR CRLMATOR? 23d. LOCATION (City, vfoiwn, or county) - (sﬂz)/
5/30/1963 La Belle; Cemetery {18 Belle, lilssouri -
24. FUNERAL DIRECTOR ADDRESS 25. DAYE RECD. BY LO 4 REG. | 26.0REGISTRAR'S SlGNATURE
Jamas A. codef Jr. Lﬂ Benei Mo. é"’/?"zj } 'y .

{Licensed Embalmer‘s Statement on Reverse Slde)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO,
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STATEMENT. BY LICENSED EMBALMER

| hereby nlzeriify‘lhat the body whose name is recorded on the reverse side of this certificate was embalmed by me,

_or by 7')/; Studenf Embalmer No._

"working under my personal supervision. g E Z
Student Sugned 5 ZJ

Signature of Student Embalmer

Licensed Embalmer No._gﬂi_

P. o._AddressoMM .

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure fo comply

" with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he alio shall sign in his OWN handwrmng
“If'thi4 body is not- embalmed fact should -be:so-stated sbaove.
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